Agency of Human Services 
Department of Disabilities, Aging and Independent Living 



VERMONT 


Division of Licensing and Protection 
HC 2 South, 280 State Drive 
Waterbury, VT 05671-2060 
http://www.dail.vermont.gov 
Survey and Certification Voice/TTY (802) 241-0480 
Survey and Certification Fax (802) 241-0343 
Survey and Certification Reporting Line: (888) 700-5330 
To Report Adult Abuse: (800) 564-1612 


February 16, 2017 


Ms. Lina Metivier, Manager 
Metivier Residential Care Home 
27 Brooklyn Street 
Barre, VT 05641 


Dear Ms. Metivier: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
January 17, 2017. Please post this document in a prominent place in your facility. 

We may folfow-up to verify that substantial compliance has been achieved and maintained. If 
we find that your facility has failed to achieve or maintain substantial compliance, remedies 
may be imposed. 


Sincerely, 



Pamela M. Cota, RN 
Licensing Chief 




From (888) 647-1615 
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j An unannounced, on-site investigation of a self 
! reported event was conducted by the Division of 
Licensing and Protection on 01/17/2017. There 
were regulatory findings identified with the 
investigation. 

R 12s! V. RESIDENT CARE AND HOME SERVICES 
$S=D 


5.5 General Care j 

5.5.C Each resident's medication, treatment, and ! 
dietary services shall be consistent with the i 

physician's orders. I 


This REQUIREMENT is not met as evidenced 
j by: 

j Based on medical record review and staff 
I interviews, the community care home failed to 
| assure that 1 of 1 residents sampled had a 
treatment list that was consistent with the 
physician's orders {Resident # 1). The specifics 
are as follows: 

Per medical record review, Resident # 1 was 
readmitted to the home on 3/27/2016 after a 
hospitalization for respiratory issues. The 
discharge orders include continuous oxygen at 2 
liters/minute. The April Medications 
Administration Record (MAR) indicates that 02 is 
to be administered at a rate of 1.5 l/minute. The 
documentation in the daily community care home 
log book reflects that when 02 saturation levels 
were monitored, Resident # 1 had the oxygen 
flow meter set at 2 liters/ minute. This is 
confirmed during interview with the manager at 
11:00 am. 
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j 5.9.c (6) 

Maintain a current list of all treatments for each 
: resident that shall include: the name, date 
treatment ordered, treatment and frequency 
prescribed and documentation to reflect that 
| treatment was carried out; 

! This REQUIREMENT is not met as evidenced 
[ by: 

j Based on medical record review and staff 
1 interviews, the community care home failed to 
maintain a current list of all treatments that 
; include the name, date the treatment was 
| ordered, the frequency prescribed and the 
i documentation to reflect that the treatment was 
| carried out for 1 of 1 sampled resident (Resident 
; # 1). The specifics are detailed below: 

! Per medical record review, Resident # 1 was 
readmitted to the home on 3/27/2016 after a 
hospitalization for respiratory issues. The 
discharge orders include checking his/her oxygen 
; saturation level {02 sat) 3 times per day. The 
documentation on the treatment administration 
■ (TAR) and the medication administration (MAR) 
dees not reflect that oxygen saturations are to be 
monitored 3 times a day. Staff report that 
Resident # 1 often refused to have this done, but 
they indicate that his/her refusals are not 
documented. 

This is confirmed during interview with the 
manager at 11:00 am. j 
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